Section of Dermatology
President-G. B. DOWLING, M.D., F.R.C.P. [April 16, 1953] Purpuric Pigmented Lichenoid Dermatitis. History.-He was in Burma from August 1949 until September 1951. In March 1951 the present eruption appeared on his left calf and persisted until his return to England where it disappeared within a month.
He went to Germany, and in April 1952 during a spell of hot weather the eruption relapsed and spread but almost cleared again during the ensuing cooler weather. In December 1952 he was sent to Calcutta and there was a further relapse which persisted with extension during a six-week stay in Chittagong.
Dr. Shellim suggested tentatively the diagnosis of the purpuric pigmented lichenoid dermatosis of Gougerot and Blum.
The patient arrived in England only a few days before I saw him, and already the eruption showed signs of involution. He has never taken mepacrine.
On examination (24.3.53): There was a widespread lichenoid pigmented eruption involving the feet, legs, thighs, buttocks and back. The clinical appearances resembled those of Gougerot and Blum's dermatosis. Blood pressure normal. UJrine: morning and evening specimens rather concentrated (sp. gr. 1028) but normal apart from excess of indican. Teeth good. No buccal lesions.
The histopathological report (H. H.) is as follows: "Two biopsies were performed: "(1) From a yellow tinted area. The epidermis does not show any diagnostic features. There is a perivascular cedematous round-cell infiltration of the upper and middle network demonstrable.
Stain for hemosiderin negative. "(2) From a whole papule. The papule is of epidermal origin. It consists of a parakeratotic scale contaiDing many polymorphs as in psoriasis. The stratum granulosum is missing and the rete shows slight atrophy. There is a perivascular cedematous round-cell infiltration and arterioles are widely dilated and some engorged. Stain for haemosiderin negative."
On examination (I 6.4.53 ).-The eruption has faded considerably, leaving staining similar to that seen in Schamberg's disease. The lichenoid papules have flattened. There are still definitely purpuric lesions on the dorsal surfaces of the feet.
POSTSCRIPT (11.6.53).-The patient reports that the eruption has almost entirely faded, apart from some staining.-H. W. B.
Dr. B. Phillips: The case appears very similar to those which were quite common in Normandy during the war and were known as "khaki dermatitis". Is there any possibility of this being exogenous? The startingpoint seems to be capillary fragility.
Dr. R. T. Brain: I suggest that parapsoriasis is a possible diagnosis. Dr. H. W. Barber: I had considered the possibility of khaki dermatitis but the history of the eruption would seem to exclude this diagnosis. With regard to parapsoriasis I agree with Civatte that pityriasis lichenoides acuta vel chronica (parapsoriasis en gouttes) should be considered as entirely distinct from parapsoriasis en plaques and parapsoriasis lichenoides (parakeratosis variegata), but the eruption in this case does not, to my mind, resemble any of these, and in none have I observed the striking effect of temperature that is so apparent in my patient. Mr. F. W., aged 47. Six months ago an eruption of brownish-red, pinhead, purpuric puncta appeared firstly on the right ankle and then on the left. Since that time it has gradually extended from the ankles to the tops of the thighs, round the umbilicus and on the axillary folds, antecubital fossEe and sides of the trunk until the whole of both legs and thighs as well as the other areas mentioned are densely clustered with the pinhead lesions which are scattered diffusely or aggregated in small groups or larger sheets. Below the knees many of the lesions are slightly raised and there is a fine, diffuse scaling in these areas.
Some considerable areas of the disease have cleared on the legs below the knees leaving a rather diffuse, brownish discoloration but in most areas the lesions are unchanged or slowly extending. During the last few weeks he has had considerable irritation but states that it has been spasmodic in nature and appears to be confined to the older lesions.
With the exception of a few tablets of sod. amytal taken just before the eruption first appeared he has taken no drugs of any sort. He had had no new articles of clothing but a suit was cleaned just before the onset. His diet is full and varied.
Investigations.-Bleeding time 1 min. 15 sec.; coagulation time 6 min. 30 sec.; platelets 190,000; R.B.C. 5,300,000; Hb 104 %.
Test doses of sod. amytal and carbromal were without effect on the eruption. Hess' test caused an exaggeration of existing purpuric lesions below the tourniquet, but no fresh lesions appeared.
Patch tests to propylene glycol extracts of material from all his suits, D.D.T. and a detergent were negative.
Discussion.-Doucas and Kapetanakis, in 1953, observed 177 cases of a condition exactly resembling this one but were unable to reach any definite conclusions as to the etiology. The duration of the disease varied from a few months to two years. In a number of their patients, scaling together with small lichenoid papules was observed on the lower limbs and similar lesions have recently appeared in the present patient. This fact has led many American authors to believe that this condition and the one described by Gougerot as pigmented purpuric lichenoid dermatosis may well be identical.
Although the clinical picture was somewhat different, the prominence of purpuric lesions in the cases of khaki-shirt dermatitis described by Hodgson and Hellier in 1946 raises the interesting question of whether chemicals used in the processing of textiles may not, in fact, be responsible for some of these eruptions.
POSTSCRIPT (3.6.53).-Most of the eruption has now disappeared but some of the lesions remain on the legs. Hess' test was again carried out on three further occasions at intervals of a few weeks and the results were unchanged, purpuric puncta appearing only in the site of pre-existing lesions. On a fourth occasion, however, when the eruption on the arms had disappeared, the test was still mildly positive but it was not then possible to say definitely whether the purpuric puncta arose in the site of previous lesions or not.-K. D. C. Dr. D. E. Oakley: I have had a precisely similar case occurring in a man who worked in an experimental laboratory. He had his first eruption after he had been engaged in the laboratory for about nine months. I tried patch tests with a number of the chemicals he used (organic solvents of the trichlorethylene group) but got negative results. He left that research, however, and the condition cleared up, but three weeks ago he appeared again with a similar eruption and he tells me he has gone back to his previous research.
Dr. G. A. Beck: This patient told me that his eruption started on the legs above his socks. It is still confined to, or at least most severe in, those areas in closest contact with his trousers. I have just spoken to his dry cleaners and they tell me that a new "retexturing" process was introduced to their routine cleaning technique about a year ago.
It may be that the onset of his eruption soon after an accident was occasioned by the consequent need to wear a clean suit after it and that his various exacerbations can also be related to other occasions when he has worn suits fresh from the cleaners. I suggest that Dr. Crow pursues his enquiries along these lines.
Dr. A. Yorke: There may be more than one factor concerned in this reaction. I remember a very similar case in which the patient had an exacerbation immediately after the removal of some infected teeth and this slowly subsided. It had almost completely disappeared when the patient went away, to return about two or three years later with exactly the same picture. I went into the history of the patient very carefully and the doctor attending her said that she had been taking drugs of the Carbromal group. Thus it seems that in these patients one may get a cutaneous pattem reflecting two factors.
Dr. G. A. Hodgson: This case shows remarkable capillary fragility similar to that seen in textile dermatitis from Army shirts. Haw far this fragility, continued for a very long time, may account for the eruption I cannot say. I have seen one case which continued for as long as four years after the man had been retired from the Army. He still had the capillary fragility then. I think we must be dealing with an endogenous toxin.
Dr. I. B. Sneddon: I cannot agree that in these cases of textile dermatitis there is always a positive capillary fragility. About half of them, in my experience, show such a factor. In some cases this finding varies; one week a case may show a positive capillary fragility and the following week this has disappeared. History.-He is the only child of healthy parents; his progress has been normal except for the condition of the skin. It is thought that some "spots" which appeared on his nose in the first weeks of his life were the same as those now present; these early lesions were washed in olive oil and disappeared. At the age of 3 months he was vaccinated and around the vaccination site spiny spots developed. Many more similar lesions have since appeared in several sites, including the scalp.
He was seen at King's College Hospital when he was 9 months old; since that time there has been no change except in the scalp lesions where the spiny nature of the papules has become less obvious and the involved areas have become diffusely pink.
Examination.-The eruption consists of papules about the size of a pinhead, red, conical and containing in their centre a horny spine, projecting about one-sixteenth of an inch. When the hand is passed over the affectedregion it imparts to it the sensation of a nutmeg-grater; this epidermic plug can be picked out, leaving a depression in the papule. There is little or no itching and the eruption gives but trifling inconvenience exceptfrom the discomfort produced by the horny spines catching in the clothing.
The papules are densely crowded into patches, often quite large and irregular in outline; there are striking lesions around the right knee and on the left arm. There are red areas on the scalp, of varying sizes, where there are tiny papules to be seen but where the previously marked spines are not obvious. It would not be right to say that there is any atrophy of the skin in these areas at present but the hair will not grow therein and I fear that it never will.
Permission for a biopsy has been sought but not yet with success. Large doses of vitamin A have been given by mouth and in an ointment without the least effect on the eruption. I suggest that this condition is an entity which is not often seen: I certainly have never seen it before. This is different from those cases of lichen planus with follicular lesions, particularly on the scalp which sometimes proceed to atrophy with a pseudo-pelade-like clinical appearance. The description of this case is quoted almost verbatim from Radcliffe Crocker's textbook (Diseases of the Skin. London, 1903) : I am sure we should reserve the term lichen spinulosus, as he did, for this rare condition and call the Graham Little type, follicular lichen planus.
Dr. L. Forman: The usual course-of this condition is that the follicles atrophy and there is a residual permanent atrophic alopecia. I know of no treatment which would favourably modify the course of the alopecia.
Dr. R. T. Brain: Has ringworm been considered?
Dr. Williams: I have not looked for ringworm. I will certainly do so but I do not think for a moment that A. B., student, aged 23. For about a year the patient has noticed an eruption on the trunk. The affected areas itch a little when she gets hot. She recently noticed a patch of baldness on the scalp, but cannot recall any itching in that region. Her general health has been excellent. Eleven years ago she had malaria in Kenya, and she thinks she was treated with mepacrine. Last year she was preparing for her "Finals" at University (Arts) and at times felt run down and agitated. She was given a tonic containing iron and strychnine which she states she took for the better part of that year.
Physical examination.-Oral mucosa normal. On the vertex there is a discoid area 2 cm. in diameter in which there is complete alopecia. The area is brownish red in colour and shows marked plugging of follicles (Fig. 1) .
On the thorax there are fairly well-defined areas of crowded brown papules, some of which are domed and shiny, others acuminate with central dark brown spines. These areas occur over the clavicles, on the right breast and over the upper portion of the back (Fig. 2) .
The rest of the skin appears normal.
Histology.-The lesion on the scalp (Fig. 4) . shows pronounced plugging of the follicular ostia and a general hyperkeratosis. The epidermis is thin. In the dermis there is fibrosis, an infiltrate of lymphocytes and plasma cells and numerous clumps of melanin. The section is regrettably superficial, but as far as can be seen there is no trace of the deeper parts of the follicles or sebaceous glands. The section from the right breast (Fig. 3) shows a sharply demarcated area of infiltration around the upper end of a hair follicle, with lymphocytes, endothelial cells and a few giant cells of foreign body type. Over this the granular layer is increased and there is a little hyperkeratosis. The basal layer shows hydropic degeneration and dropping down of pigment.
Unilateral Spider Navi of Pregnancy.-STEPHEN GOLD, M.D.
Mrs. V. G., aged 27, is nine months pregnant. This is her first pregnancy and she has been admitted to hospital owing to an antepartum hemorrhage. In the second month of pregnancy she noticed "'red blotches" on her left hand and arm. These have not greatly increased but the right hand remains completely free. There has been no injury to the left arm.
On examination.-Multiple "spider nmvi" are present on the dorsum of the left hand, less on the palmar surface, wrist and forearm. The right upper limb, face, neck, upper trunk and buccal mucosa are free. There is no evidence of Raynaud attacks, vascular disease or scleroderma. She has suffered from chilblains in the past and has noticed that both arms are occasionally rather cold. Both palms show an equal degree of erythema.
General examination reveals no abnormality. Routine blood tests show normal findings.
Discussion.-I have seen one other similar case in a woman who broke her arm, while it was encased in plaster she realized that she was pregnant. On removal of the plaster there were multiple "spiders" over the plastered area. My patient to-day gives no history of trauma. It is reported (Bean et al., 1949 ) that the majority of pregnant women reveal these vascular marks. They disappear soon after delivery and often recur in subsequent pregnancies. I have found no other report of a unilateral distribution such as is present in this case. REFERENCE BEAN, W. B., COGSWELL, R., DEXTER, M., and EMBICK, J. F. (1949) Surg. Gynec. Obstet., 88, 739. Dr. L. Forman: "Spider nxvi" occur very frequently in association with pregnancy. In one patient whom I showed here in 1934 (Proc. R. Soc. Med., 27, 723) the early sign of pregnancy was the development of large numbers of spider nevi on the face and chest; she had been pregnant twelve times, her first child was still living, but the other pregnancies ended in stillbirths. Spider naevi have been reported with carcinoma of the bronchus and particularly in association with oat-celled carcinoma. Spider nevi are known to be associated with liver disorders; Dr. William Bean (1942) produced "spider nevi in 2 out of 3 chronic alcohol addicts, and palmar erythema in 1, following therapy with potent oestrogens". Mr. R. R., aged 39. This man has recently come from India for an opinion regarding his very severe hyperidrosis. He finds his hands and feet tend to pour sweat throughout the day and ease up only at night. His underclothing especially in relation to the axille and centre of abdomen becomes saturated.
The patient has a clear insight into the condition in that he realizes it is emotional to a large degree, but he also claims that it is hereditary and that both his parents who were first cousins, were affected. by the condition.
He finds he gets some relief from taking Bellergal and wishes to now whether it is safe to continue with this and also requests advice regarding the value of sympathectomy in this condition.
The condition is so severe that in a few minutes a small pool of sweat forms on the floor beneath him if he does not continually mop his hands with his handkerchief.
Dr. Malcolm Tottie (Sweden): I have seen a case of familial hyperidrosis in a patient who was very unhappy over his condition. He was quite unable to control it and used 24 handkerchiefs a day. He was sent to a surgeon who carried out sympathectomy and this had a very good effect. Three years later the patient was quite happy and could stand up in big meetings without pouring out a fountain of water.
The President: Professor Keele has shown that the sweat glands in these patients are no more numerous or active than in individuals with comparatively dry skins, but they are very readily stimulated into violent activity by emotional stimuli. It has been suggested that such patients may benefit from psychiatric treatment.
Whether this is so or not I cannot say, but as our Swedish visitor has remarked sympathectomy can be relied on to cure the condition, and though there may be some degree of relapse in the course of time it would not be as severe as at present. There is, however, a danger in sympathectomy if all four quarters are treated, since profuse and constant sweating on other parts of the body may follow.
The following cases were also shown: (These cases may be published later in the British Journal of Dermatology.)
